Objective: To identify the scientific publications about adverse events related to practical assistance and discuss the culture of patient safety. Methods: An integrative literature review was done through research in MEDLINE, LILACS and BDENF available in BVS, using the following descriptors: patient safety, patient assistance, surveillance of sentinel event, safety management. 26 scientific articles published in the period defined for this review, 2005 to 2015 met the inclusion criteria. Results: The analysis of the articles revealed five major categories: characteristics of adverse events related to practical assistance, adverse events occurrence implications, measures for the prevention of adverse events, notifications of adverse events and the intervenient factors and the knowledge and the culture of safety. Conclusion: The punitive culture comes as responsible for underreporting and omission of adverse events, being constituted a barrier to effective implementation of investigations. It is essential to foster a safety culture to establish strategies that ensure the care provision free of damage. Descriptors: Patient Care; Patient Safety; Safety Management; Sentinel Surveillance; Quality of Health Care.
INTRODUCTION
The theme related to patient safety reached global repercussion from the publishing of the report of the Institute of Medicine (IOM), To Err is Human: Building a Safer Health Care System, at the end of the 90s, which led the Global health organization to create a work force to evaluate patient safety in health care. The high rates of adverse events shown through epidemiological studies, frequently made by human error, led to a rethinking of care models that were used up until then (1) . The notoriousness of the theme gave origin to campaigns, programs and projects to orient actions to better practice, diminish damage cause by non safe practices and stimulate the creation of notifying mechanisms of error and damage (2) . In this sense the program of World Alliance for Patient Safety was created in 2004. The Project includes Canada and the United States, and in Latin American countries which are in Mercosul have been articulating to sign a commitment term that has as a fundamental approach the prevention of damage in patients and the central element is the action named "Global challenge", that from time to time releases a priority theme to be dealt with and a progress report (1, 3) .
The discussion of the theme in Brazil started in 2002 with the creation of the Brazilian Network of Sentinel Hospitals by the National Health Surveillance Agency (Agência Nacional de Vigilância Sanitária -ANVISA), that has voluntary participation and has as aim to notify adverse events and technical complaints regarding technovigilance, pharmacovigilance and hemovigilance (4) . The National Patient Safety Program (Programa Nacional de Segurança do Paciente -PNSP), that was released in 2013 based on the network experience, was instituted through the ministerial ordinance number 529/13 in the Health Ministry and in the Assembly Board Resolution (Resolução da Diretoria Colegiada -RDC) 36/2013, that institutes actions for patient safety in health care. Both programs led to the creation of the Center of Patient Safety (NSP-Núcleo de Segurança do Paciente) in health care through Patient Safety Plan in Health Care (Plano de Segurança do Paciente -PSP) (4) (5) .
Patient Safety is defined as being a reduction, to a minimum, of the unnecessary damage risk related to health care. The minimum that is accepted refers to the current state of knowledge, available findings and to the context in which the care is offered. Adverse event is considered the incident which results in damage to health. On the other hand, damage is the impairment of structure of body function and/or any effect caused by it, including diseases, injury, suffering, death, inability or dysfunction, that can be physical, social or psychological (5) (6) (7) .
The lack of understanding of the error can entail to the Professional feelings of shame, gilt and fear, due to the high punishment culture that is still existing in some institutions that contributes to the concealing of these events (8) (9) (10) (11) . The health institutions' management understanding that the adverse events are many times directly related to flaws in the system is necessary and they are not only related to negligence or Professional incompetence. Therefore, it is imperative to identify the existing fragilities in the process and to adopt preventive measures more than looking for guilty ones (9) (10) (11) (12) . Patient safety is a current theme that is in global discussion that has been frequently dealt in the media. In this sense, this study had as a goal to identify the scientific publications about adverse events related to practical assistance and to discuss the patient safety culture.
METHOD
This is an integrative literature review, that is a method that synthesizes prior research results in a systematical and ordered manner, facilitating the building of a broad analysis and thereby, contributing for the further development of the knowledge of the theme at issue (13) .
For the search in literature, descriptors in Health Science (DeCS) were limited to: patient safety, patient care, sentinel event vigilance, safety management. The combinations of descriptors that were applied were: patient safety and patient care; sentinel event vigilance and patient care; safety management and patient care. It is valid to clarify that the term "adverse event" is not considered as a descriptor by the DeCS, hence, therefore it refers to the central of the theme in this work, it could not be used as a descriptor in the search phase. The research and selection of articles was conducted in the databases: Medical Literature Analysis and Retrieval System on Line (MEDLINE), Latin-American and Caribbean Literature in Health Sciences (LILACS -Latino-americana e do Caribe em Ciências da Saúde) and in the Nursing DataBases (BDENF -Banco de Dados em Enfermagem) that were available in the Virtual Health Library (BVS -Biblioteca Virtual em Saúde).
Scientific articles of diverse methodological approaches that were published in the last 10 years and that were fully available and with easy access to the researchers and that were relevant to the studied theme of the research were included in the sorting of the literature sample and data collection. The research included published articles in Portuguese, English and Spanish. The selection of the articles involved the initial evaluation through titles and abstracts, when met requirements above reading and analysis were done in full. Articles that only had available abstracts, publications that did not relate to the study theme and those that presented duplicity were excluded.
A total of 4706 articles were found, and from these 26 were selected. It is worth to clarify that the significant number of excluded materials (4680) is due to the fact that many did not fit the established inclusion criteria, an expressive number was in books, dissertation, thesis and monographs formats and were in other databases that were not selected. Still, many articles were not available in open access and repeated themselves amongst databases. Strictness on the studied subject was aimed when including articles in this research.
All included publications were read in full and analyzed for the filling of a spreadsheet which collects and syntheses information about the identification of the article and authors; year of publication; study objectives; methodological characteristics; results and conclusions. The presentation of the results and data analysis found was done in a descriptive way.
RESULTS
The selected articles in this study are described in Table 1 , that presents the articles according to the title, journal and year of publication, author, methodological outlines, sample, level of evidence in publications, objectives and main results. From the 26 articles, 19 (73,1%) were found in LILACS, 4 (15,4%) in MEDLINE and 3 (11,5%) in BDENF.
As much as the year of publication, the majority of the articles, 27%, were from 2013, 19% were from 2014, and the years of 2009, 2010 and 2011 were 11,6% each. The majority of the publications were developed by nurses, 22 (85%). In relation to the methodology outline of the articles, a prevalence of quantitative studies were found, corresponding to a total of 17 researches (65,3%). It was verified that as for the level of evidence, three (11,5%) were of the fourth (15, 20, 30) and fifth (14, 29, 36) levels, 18 (69%) were in level six (16) (17) (18) (19) (21) (22) (23) (25) (26) (27) (28) (31) (32) (33) (34) (35) (37) (38) and two (8%) belonged to level seven (24, 39) .
The analysis of the articles allowed the identification of the main aspects of relevance of the adverse events related to the practical assistance in four categories: Characteristics and implications of adverse events related to practical assistances; Preventive measures of adverse events; Notification of adverse events and the intervenient factors; The Safety knowledge and culture. Absence of uniformity in understanding of what is medication error and when it must be notified to the doctor or when occurrence report must be filled out was revealed in the research.
DISCUSSION

Adverse Events' characteristics and implications related to practical assistance
this review, events related to practical assistance could be identified in various types and that studies in different regions of the country have the frequency of the occurrence and characterization of events as study aim.
A research which analyzed nursing register books, of a pediatric unit, found that the events associated to the vascular access were the most prevalent with a number of 227 (40,8%), followed by events with probes, tubes and catheters 151 (27,2%) , and events related with medication were of 86 (15,5%). The unscheduled removal was the most frequent event related to tubes, probes and catheters (17) . In a similar way, a study pointed out that 57,6% of adverse events related to tubes, gastric and/or enteric, followed by falling related events 16,5%, and to medication 14,8% (38) .
The investigation done in general hospital in the countryside of São Paulo reveal a prevalence of events related to medication errors (59%), pressure ulcer being the second event with the most occurrence notifications (15%). The rest of notifications were lower than 6%: skin injury, accidental extubation, phlebitis, loss of catheters, probes and tubes. Regarding the medication error, errors related to delays were prevalent 48,8%, and dispensing errors 16,5%, highlighting the non administration of medication according to medical prescription 8,7% (33) .
Supporting these findings, the research found that the majority of adverse events related to the administering of medication pointed out that in this type of event the lack of correct register as checking medical prescription and the noting down of hydric balance prevailed (37) .
A multi-centered research done in Brazilian university hospitals belonging to the Sentinel Network of ANVISA, revealed that many patients do not receive appropriate dosage for their treatment, what compromises the quality of the given care, apart from prolonging the hospital stay time. Yet, inadequate dosage can cause unwanted effects and, even, the death of the person. In relation to the pharmacological classes involved in medication errors, the majority belonged to bronchodilators, followed by analgesics, antihypertensives and antimicrobials (34) .
When investigating the knowledge of the nursing team on medication errors, it was found that their members know and recognizes medication errors. Yet, when there is an omission in the administration of medications, the majority (79,0%) do not characterize the occurrence as an error. The omission is a medication error defined as a non administration of a prescribed dosage to the patient (25) . This type of error is a
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Regarding to the location, in the review study, the events happened mainly in the infirmary (37 patients, 56,9%) and in the surgery center (20 patients, 30,8%) (30) .
Another study pointed out that the intensive unit care hold the higher frequency of adverse events in medications (43,7%), followed by infirmary (25%) and surgery centers (25%) (32) . A research that followed 399 hospitalized patients in intensive unit care of two hospitals in São Paulo identified a total of 15,054 adverse events and incidents with no injuries, 98,75% of analyzed hospital admissions. The incidents with no injuries (12.737, 84,6%) affected 391 admissions and the AEs (2.317, 15,4%) affected 296 admissions. Therefore, 74,2% of admissions suffered at least one AE during stay in evaluated the intensive care units (15) , a similar finding on another research on the topic (21) .
Some factors can contribute for the occurrence of adverse events. A research done in Rio de Janeiro revealed that the most frequent factors are the non commitment to the norm, in other words, "it was not verified or did not follow the protocol or clinic guideline", 55,9% of the cases, those with causes on technical errors 14,7%, and professional skills with 11,8% of the analyzed cases (20) . A study found that a frequent cause for occurrence of adverse events in surgery was the routine of the non scheduling of elected procedures, followed by the statement that the member of the nursing team was overloaded with work, the happening of occurrences in the unit was also indicated as the cause and lack of communication was reported, whether it was during changes in the shift or among the members of the multidisciplinary team (26) .
Medication errors can be caused in the difficulty of the usage of the computerized system (33) .
The presence of abbreviations of the data can difficult the understanding of the information by the nursing team that is directly responsible for the preparation and the dose administration. Apart from this, the absence of dosage in the drug prescription can lead to a less or over dose administration in relation to the desirable dose for the treatment, resulting in the non reaching of pharmacotherapeutic goals (36) . However, literature points out that many studies associate medication errors to personnel sizing and to the working hours of the members of the nursing team (15, 26, (28) (29) . The overload of work of nursing professionals must be understood as a consequence of various factors and, for it to be solved, the manager must use strategies in several levels (15, 29) . Still, the managers must consider, as shown in literature (15, (20) (21) 27) that with the extended stay in day numbers of patient hospitalization involved in AEs, the increase of reimbursement, the high rate of mortality, pressure ulcer, sepsis and pneumonia are consequences of AEs.
Preventive measures of adverse events
Several strategies have been adopted to prevent the occurrence of incidents and adverse events, as the strengthening of patient safety politics, the adoption of quality programs, the implementation of checklists in safe surgery, the implementation of protocols, team training, evaluation of the early risk of falling and the evaluation of potential risks for pressure ulcer development (21, 25, 33) . The identification of assistance risks is done mainly by the nurse in the moment of the patient's admission. This action shows the management of the care of this professional, as well as the concern with the ethic and legal aspects that the institution will have to answer in case of damage occurrence to the patient (28) .
The administering of medication process cannot be dissociated of an interdisciplinary team work (36) . The key to medication error reduction is to simplify the processes by reducing the number of steps making a standard system, from the stage of electronic medical prescription; with no abbreviations; with standard time; distribution of drugs in the pharmacy always under supervision by the pharmacist, preferably in unique dose, up to the protocols of medication administration (37) . This way, the use of result indicators as adverse events are fundamental quality tools by pointing to aspects of care that can be improved making patient assistance free from risks and failures and, therefore, safer (23, 38) .
Adverse events notifications and intervenient factors
The adverse event notification is a helping instrument for the management of health care, thus, it is important in the identification of problems and in the search of alternatives to solve incidents related to health assistance (18, 23, (28) (29) 33, 35) . The notification system of AE allows the professionals of assistance to share responsibilities with the managers and stimulate corrective actions, with the non repetition of errors and prevention of future AEs in sight. It also revealed itself as useful in denouncing inadequacy in human resources, as well as other institutional weaknesses. The expectation of manager support and professional safety are conditions that encourage professionals to notify the experienced difficulties and distresses in practical assistance (18) . According to the Global Health Organization, this concept, in fact, must be reformulated, in the sense that the notification of unwanted facts starts from professionals that are in the front line, doctors, nurses, technicians or nursing auxiliaries, rather than exclusively from higher hierarchy agents (11) .
Analyzed studies pointed to the nurse as being the professional that makes more adverse events notifications and also responsible for this action (18, 35) . Perhaps, pressured by the daily problems, they use the notification system, to inform their superiors, about the tension in the relationships during assistance, being a result of conflicts, and to search help in the management of the situations (18) . The technicians and nursing auxiliaries understand that they can notify, however, show doubt on the authorization to do it and they do not feel enlightened on how to proceed with the registering, making the preference to report the fact to the nurse so that he or she can register it. This way, it is necessary to demystify the centered notification in the nurse professional, promoting orientation and clarifying opportunities to stimulate full participation of all professionals (18) .
To contribute on the identification of risk situations and their management, the occurrence register of AE, as an institutional document, must be preferably anonymous, confidential and not used as an instrument of professional accusation (18, 35) . The punitive culture damages the event notification and its existence can be proven by the reports of actions of reprehension and punishment of team members, especially in the nursing team. In this context, communicational barriers imply in more adverse occurrences, in the sense that as the feedback of information on the generated consequences by the adverse events and its most effective alternative proposals for its use do not happen, ends up hindering its use (19, 23, 29, 37) .
In this context, notifying is as important as the quality of the registers. A study detected that close to 80% of the registers were classified as bad and regular and only 20% were classified as having good quality (30) . However, only with monitoring and constant health team stimulation for the notifications is that the management risk sectors may analyze the results and create preventive measures that can be effective, diminishing the possibilities of new occurrences (35, 39) .
The knowledge and safety culture
The development of a safety culture, the practice of registering, the discussion of the circumstances in which the incidents happened, as well as the professional and institutional conduct facing the incidents are a path to be followed for the transforming of reality in health institutions (21, 29, 38) . The professional health team approximation to the matter and to the taxonomy of patient safety is important for the use of a universal language and so that everyone can understand each other in the moment of incident, errors, adverse events communication in the care (21, 23) .
The fragilities in the institutional Patient Safety restricts the continuing quality improvement in healthcare (30) . To ensure the wanted safety requires actions of different nature that goes from professional education up to changes in health care. The creation of a safety committee and the establishment of training programs were mentioned as ways to qualify and make the patient service standard (28) .
A research conducted in Rio Grande do Sul with professionals of the nursing team identified that the nurses presented conceptual answers on the risks that the patients are exposed to and the nursing technicians brought examples of experiences in professional practice, as the risk of falling, infection, medication errors and pressure ulcer development. The interviewees admitted that there were many risks to patient safety even mentioning the measures to control the risks. However the existence of risks managing protocol was not in consensus among the interviewees. The professionals that claimed the existence of risk management mentioned the classifying routine and risk notifications. This action consists in an evaluation made by the nurse in the moment of patient admission, identifying standard situations as risk of falling, risk of escaping, allergies and pressure ulcer (28) . Another investigation highlighted a fragmented view on patient safety in this environment, being seen as a responsibility of a professional category (or medical team or nursing team). If, on one hand, the statements pointed to an empowerment of the nursing team, the scenes, on the other hand, revealed that the safety responsibility is not shared equally by all teams (26) .
It is believed that the clarification of these concepts must be an action done by the risk managers or by the service leaders in the area of Quality Management and Patient Safety (23) . The merging of questions of quality care and patient safety in the governmental and academic agenda is fundamental, as well as the training and updating of professional education on the importance of a truthful and complete register in the health information systems (27) .
CONCLUSION
The study identified that the strengthening of safety policy, the early evaluation of risks and the notifications were mentioned as the main measures of adverse event prevention. It was evidenced that the articles that made part of the review were mostly developed by a nurse, inferring that this professional is involved in care management as well as patient safety. The punitive culture is responsible for the under notification and omission of events by the health professionals, serving as a barrier for the investigations that could generate efficient preventive measures. It is considered vital the stimulation of safety culture among professionals that make part of the multidisciplinary team, which allows the prevention strategy establishment that ensure patient safety in health institutions.
